It is widely recognised that mental health policies should be developed in consultation with those tasked with their implementation and the users affected by them. In the South African legislative context public participation in policymaking is assumed, with little guidance on how to conduct consultation processes, nor how to use consultation inputs in policy decisions.
Results
Findings revealed that no substantive changes were made to the mental health policy following the consultation summits. There do not seem to have been systematic processes for facilitating and capturing knowledge inputs, or for transferring these inputs between provincial and national levels. There was also no further consultation regarding priorities identified for implementation prior to finalisation of the policy, with participants highlighting concerns about policy implementation at local levels as a result. This represents a lost opportunity for greater involvement of service users in policy development. PLOS 
Introduction
Good governance through mental health legislation and policies is recognised as a critical step in strengthening mental healthcare systems to respond to the growing burden of mental illness [1, 2] . Within this context, South Africa's Mental Health Policy Framework and Strategic Plan 2013-2020 [3] was adopted in October 2013. Developing this policy included extensive consultation, with consultation summits in eight of the nine provinces, culminating in a national consultation summit, where input was invited on the draft policy document. This study reports on the policy consultation process. Generally, in democratic societies, the public has a right to be fully informed about the decisions that affect them and how those decisions are made [4] . In the mental health context, history has shown the importance of involving a range of stakeholders in mental health service planning and policies. With mental health policies globally calling for deinstitutionalisation and the integration of mental health into primary healthcare, increasing demands are placed on both primary healthcare workers and mental healthcare specialists [5, 6] . It is thus key for effective policy implementation to involve healthcare professionals in the development of mental healthcare policies and programmes [7] . Within the context of South Africa's decentralised health system, it is equally important to ensure involvement of provincial-and districtlevel managers in policy development, to avoid disjuncture between national-level policy development and local-level implementation [8] .
There is a corresponding shift towards people-centred services and enabling greater representation of mental healthcare users and their families in mental health policy development [9, 10] . However, the extent of public involvement and incorporation of their views varies considerably. In South Africa, public participation in policymaking is legislated [11, 12] and therefore expected, without necessarily problematising how such processes should be conducted, nor whether or how the inputs are used. This is especially so at national and provincial levels [13] .
The political will for public participation in South Africa is not reflected in its implementation; many consultation exercises are used as endorsements for pre-determined decisions, without meaningful engagement or change [14] . This may partly be because of "time pressures, resource constraints, and capacity limitations" [15] (p.11). It may also be because most policy processes are formulated at national level; this removes them from provincial and local administrative structures tasked with implementing them, as well as from communities who might participate in them [12] . This implementation gap between top-down consultation on national policies and provincial-level implementation has been well documented, both in South Africa [12, 16, 17] and internationally [18] [19] [20] [21] . There is thus clear divergence between the goals of public participation and its effects in practice in the South African context, indicating a need to identify ways in which public inputs might have a meaningful impact on policy decisions.
Methods for public engagement require careful attention in order to fulfil mandates of policy effectiveness and participatory fairness. For mental health policy consultations, it is particularly relevant that processes are inclusive, representative, and fair. For example, consultation format/technique may affect opportunities for participants to speak and be heard, as well as how much their inputs may influence final decisions [22] . Also, mental healthcare users may have limited capacity to engage in policy discussions, particularly in developing countries like South Africa [10, 18, 23, 24] . It is therefore essential to consider how consultation methods might enable or constrain interaction between participants and engagement with current policy proposals [25] . Furthermore, public inputs during policy consultation may be in the form of practical or experiential embodied knowledge [26, 27] . This may be difficult to codify and capture in documented-and transferable-forms [28] [29] [30] .
If mental health policy consultation is important for stronger mental health systems, then we need to better understand how to design and implement consultation processes that achieve the principles underlying policy consultation. What kinds of participatory processes might balance these multiple-often conflicting-voices and views so that all can be heard, and that simultaneously realise the value that all these views offer? How might we ensure that such processes can potentially influence or inform policy? These questions provided the impetus for this study. If policy consultation is a form of knowledge management [4] , then it is essential that we design policy consultation that facilitates optimisation of available knowledge. Therefore, systematic management of knowledge should be a critical element of consultation processes.
Considering the complexity of reconciling context and knowledge inputs, clearly, policy consultation processes cannot just be 'business as usual'. Policy consultation thus far has been good at raising the profile of mental health and at assembling many voices, but not so effective at considering which sorts of participatory process formats might be optimal, nor how to use and move knowledge through these processes [4, 31] . The South African mental health consultation summits provided a case study for elucidating the sorts of participatory processes described above, and the movement of knowledge through these processes. Attending to this movement of knowledge could facilitate aligning the practices and principles of consultation. Specifically, understanding how to design such processes so as to optimise the use and transfer of different kinds of knowledge may potentially inform future policy consultation efforts, to enable meaningful participation and be responsive to the knowledge contributions made.
Context of study
South Africa's Mental Health Policy and Strategic Framework emerged from extensive policy consultation including mental health consultation summits early in 2012 in eight provinces: Eastern Cape, Free State, Gauteng, KwaZulu-Natal, Limpopo, Mpumalanga, North West, and the Western Cape. This culminated in a national mental health summit in April 2012, which assembled representatives from research and academic institutions, non-governmental organisations, the World Health Organization (WHO), mental healthcare user groups, mental healthcare professionals, and national and provincial government departments, to provide input on the draft policy [32] . Following the national summit, the task team that had been appointed by the Minister of Health to organise the national summit was reconvened to integrate inputs and finalise the policy (team members are listed in the final mental health policy) [3] . This included developing a strategic plan that identified priorities for implementation. The Mental Health Policy Framework and Strategic Plan 2013-2020 was promulgated in October 2013.
A visual map of the summit policy consultation process is presented in Fig 1. This shows the chronology of the policy consultation and depicts the intersection between events or processes and their outputs. This map is based on information that could be gathered, either publicly or in the course of this study, about the policy consultation process. However, there were notable gaps in this information due to inconsistencies in both the recording and availability (and transparency) of consultation inputs across provinces [33] . The details (e.g. decisions about timing, programming, and stakeholder inclusion) are not captured here, nor is the interaction of the policy consultation process with the broader development process.
Oval shapes in Fig 1 represent events that occurred during the 2012-2013 consultation process. Rectangular shapes represent outputs from these events. In some cases, these outputs were transferred into more summarised documents or into other events; the solid arrows show this chronological movement. Colours are used to group events and outputs that were part of the same process (e.g. purple for provincial summit events, blue for national summit events).
On either side of this consultation process are the draft and final mental health policies. The starting point was the drafting of this policy, followed by the provincial consultation summits with plenary presentations and group discussion sessions. The group recommendations were an output of these group discussions, which were subsequently summarised into provincial summit reports. There was a provincial feedback session at the national summit; however, only three provinces presented their recommendations. For other provinces, it is unclear Insights from a case study of the South African mental health policy consultation process PLOS ONE | https://doi.org/10.1371/journal.pone.0228281 January 29, 2020 whether or how any results of provincial-level consultations were fed back into the national process.
The national summit comprised the provincial feedback session, plenary presentations, and breakaway group sessions, with formal presentations and group discussions. Group recommendations were generated at these discussions, which were orally fed back at plenary and were also taken into a closed-door meeting where they were summarised in summit recommendations. There is no publicly accessible record of this closed-door meeting. The final summit declaration was read out at the national summit closing session.
Methods
This study aimed to explore how the South African mental health policy consultation process informed policy, by tracing the movement of different forms of knowledge through the consultation process. Forward movement of knowledge was deemed to occur when summit inputs generated reports and recommendations to be taken forward into the final policy document. Backward movement of knowledge represented any feedback to participants regarding how their recommendations had been used, as well as further consultation on revised drafts of the policy.
This was a qualitative, instrumental case study which purposefully selected the 2012 mental health policy consultation process. Consistent with the case study imperative to include data from multiple sources [34] , documents (n = 11), transcripts of audio-recordings of summit proceedings (n = 23), and key informant interviews (n = 7) comprised the data for this study. Table 1 shows the data selected for this case study, as well as the relation of each of these to the policy consultation.
Data collection a) Policy documents.
In order to compare policy documents, the draft and final mental health policy documents were obtained from the National Department of Health (DoH). The draft pre-summit policy document was widely circulated prior to the provincial and national summits; the final policy document was available on the DoH website. The documentary analysis was conducted between October and November 2013 and focused on comparing the draft (pre-summit) policy document with the final policy document that was promulgated. b) Key informant interviews. Semi-structured interviews were conducted as a retrospective process evaluation of the consultation. A generative, purposive sampling strategy was used to identify individuals who had played a substantive role in the national mental health summit. The national mental health summit programme was used to identify potential participants. Where possible, participants (from a cross-section of provinces) had participated in at least one provincial consultation summit as well as the national summit; this helped explore perspectives on the overall consultation process and follow-through of inputs/outputs. Snowball sampling was employed to identify additional participants, to include perspectives from as many of the ten breakaway group sessions as possible.
Contact was made telephonically or via e-mail in November 2013 to inform these individuals about the study and explore their willingness to participate. Interviews proceeded only after participants had provided written documentation of consent. Open-ended questions on the semi-structured interview schedule focused on the process of policy development and participants' perspectives on the consultation process, particularly on how consultation inputs informed policy.
Interviews took place in November/December 2013. All interviews were conducted by the principal author (DLM). Interviews were conducted in English, either telephonically or faceto-face, lasted one-two hours and were audio-recorded, with the participant's permission, for later transcription. Transcripts were uploaded into NVivo 10 for coding and analysis. All transcripts were de-identified and participants were assigned pseudonyms. c) National summit documents and audio. Starting in May 2013, requests were sent to the national and provincial Departments of Health for documents and reports relating to the national and provincial summits that had been held in 2012.
An analysis of the transparency and variability in the ways in which the 11 provincial DoHs kept records of their consultation summits, and the extent to which they made these available, has been discussed elsewhere [33] .
The data that could be obtained included reports from provincial mental health summits where available (four reports, three transcripts from oral feedback at national summit); the national mental health summit programme; and the draft and final summit declarations (national summit output). Audio-recordings from the two-day national summit were obtained from the national DoH, including the ten topic-driven breakaway group discussion sessions, which were subsequently transcribed. All participants in the breakaway group sessions were made aware that the sessions were being audio-recorded, and that these recordings may be used in subsequent reviews of the summit inputs.
The current paper focuses on the analysis of the documents and transcripts from the 2-day national summit in order to illuminate procedural aspects that may have affected the flow of knowledge inputs to inform policy. The transcription and iterative analysis of these recordings was conducted from 2014 to 2016.
Ethical considerations
This study was approved in January 2013 by the Biomedical Research Ethics Committee (BREC) at the University of KwaZulu-Natal (ref: BE276/12), with annual renewals. It was considered to be of relatively low risk. Recruitment of participants was done on a voluntary basis; participants were informed of their right to withdraw. All reasonable steps were taken to protect the confidentiality of participant responses. Transcripts could be linked to demographic data but not to the participant's name.
Data analysis
a) Preliminary phase: Policy document analysis. The comparative analysis of the draft and final policy documents was conducted between October and November 2013. In the preliminary comparative analysis of the draft and final policy documents, content was coded thematically [35] according to the extent to which changed content in the final document represented an addition, deletion or other change from the draft policy (see S1 Table) . b) Second phase: Interview analysis. Second phase: Thematic framework analysis was employed to identify key themes in the interview data relating to the process of policy consultation. Framework analysis provides a means of structuring data so that themes identified in the thematic analysis phase can be summarised and compared across individual data units (i.e. the interviews) to identify commonalities and differences [36] . In conducting the various thematic analyses in this study, the Braun and Clarke guidelines [35] were used: generating an initial coding framework, identifying and refining themes within the data by sorting and categorising codes, and analysing the data within these themes in order to tell a story about the data (see S2 Table) . c) Third phase: National summit audio transcripts. The national summit audio-recordings were transcribed using simple transcription. The analysis focused on the transcripts from the ten breakaway group discussions. Each group had two formal presentations, followed by discussions during which participants were instructed to formulate recommendations. Each of these components was coded (as introduction, presentation, or discussion) and the percentage of the total group session spent on each component was calculated. Thematic content analysis was used for the analysis of documents and transcripts from the consultation summits. The identification of the deductive themes was guided by procedural-related aspects related to consultation processes as identified in the literature (see S3 Table) . To calculate the proportion of time spent on direct engagement with policy documents, the whole session was coded for direct engagement with documents and, within this, talk was coded for whether this was engagement with the draft policy or the draft summit declaration. Calculations were based on percentages of total time. A similar process was followed for talk by chairs referring to an awareness of the need to formulate recommendations, and talk by chairs referring to the process through which recommendations needed to be formulated.
Results

Phase 1: Changes to the mental health policy following the consultation process
A comparison of the draft and final policy documents showed that 45 changes were made to the draft policy content following the consultation summits, while two appendices were added. Initially, it was unclear whether these changes were a direct result of discussions and requests for changes at the provincial and national summits, or a result of the work done on the policy by the Technical Advisory Committee following the consultation summits. Many changes appeared to be editorial, with little substantive effect on the policy content. There were twelve minor changes, eight deletions, and 25 additions. The majority of the changes (n = 13) were made to the Roles and Responsibilities section, followed by the Areas for Action (n = 11) and Glossary of Terms (n = 10) sections.
The biggest change between the draft and final policy was the addition of the eight-point Strategic Plan, 2013-2020 (hereafter referred to as the Strategic Plan, or implementation plan) appendix. This plan outlined the strategic actions to be implemented to effect the requirements of the mental health policy. A second substantive addition was the appendix detailing Terms of Reference for Key Structures. Apart from these additions, it appears that most of the changes made to the final policy would not have had a significant effect on the nature or directives of the policy.
An initial tentative conclusion drawn from this comparative analysis is that the consultation summits were simply a rubber-stamping exercise, rather than a genuine dialogue regarding the content of the mental health policy. Therefore, the focus of this study shifted to how the policy consultation process itself had unfolded. Consequently, key informant interviews were conducted to gain insight into the process and how contributions were moved between and beyond the provincial and national consultation summits, to understand why this seemed to have little direct influence on the final policy.
Phase 2: Key informants' insights into the consultation process
Thirteen participants were invited to participate in the key informant interviews; seven agreed (six women, one man) to participate (see Table 2 ). Descriptive details are intentionally broad to minimise possibility of identification. Participants were based in four provinces, and their roles comprised three categories. Several attempts were made to gain participation of the conveners of the summit (DoH officials), without response. The lack of representation from the national Department of Health (DoH), as well as from all provinces, is acknowledged as a limitation.
Six main themes were identified in the thematic analysis of the interview transcripts. These were: 1) impact of national consultation summit: signalled priority; 2) impact of national consultation summit: influence on policy; 3) gaps in follow-through from provincial to national summits; 4) feedback regarding finalisation of policy following national summit; 5) opportunities for service-user involvement; and 6) perspectives on the final policy: implementation issues. The sub-themes that emerged in each of these themes are discussed further below.
Impact of national consultation summit
Two main sub-themes emerged from the interviews regarding the impact of the national consultation summit and particularly how much it informed the final policy. Some participants emphasised the consultation summits as significantly signalling the prioritisation of mental health by national government, and as endorsing the mental health policy process by the World Health Organization (see Table 3 ). These were considered important ends in themselves, despite little substantive change in the policy document thereafter. Participants had diverse perspectives regarding how much inputs at the national summit influenced the final policy (see Table 4 ). Some highlighted key national summit recommendations that were subsequently included (e.g. establishment of district mental health teams, in the Strategic Plan appendix). Others felt that the consultation process, as well as the availability of a draft summit resolution at the start of the summit, indicated that the process had been more of a rubber-stamping exercise than a genuine intention to engage in dialogue to review the policy. This was partially confirmed by observations that the policy document did not appear to change substantively following the consultation summits; however, the draft policy already reflected many of the issues raised at the summit.
Gaps in follow-through from provincial to national summits
All interview participants had been involved in the provincial mental health summits, in addition to the national summit; they were asked about whether and how recommendations from provincial summits had been transferred to the national summit. The overall finding was that this transfer process was not systematic; it was either not done, was inconsistent, or there was no clear link between provincial summit outputs and national summit inputs and outputs (see Table 5 ).
Feedback regarding finalisation of policy following national summit
Participants were asked about their access to information about the policy finalisation process following the consultation, including whether further consultation had occurred (see Table 6 ). Findings revealed that even directly involved participants were either unclear about the finalisation process (and how summit inputs had been used), or had only heard about the official Table 3 . Impact of national summit sub-theme 1: Signalled priority of mental health.
Sub-themes Participant responses
Signalled prioritisation of and commitment to mental health by national government/Minister of Health
There was a high level of political commitment, [and] the national Minister came, for the morning of the first day and then came back again, I think, in the afternoon of the second day (Charles).
There seems to be a commitment from the national Minister of Health, because he was at the summit and he says he wants this implemented (Sameera).
For the first time, the prioritisation was attached to the power of political will, in the national Minister [of Health]. And people said 'finally. We've got the Minister's ear'. So, if we can keep the minister's ear, we would love that. Because his word can make things shift (Sarah).
The fact that the call came from national Department of Health says to us that, somewhere along the line, somebody realised there was a problem. We're hoping it was the national Minister of Health himself (Zama).
Signalled endorsement of policy and policy process by World Health Organization
The other thing that happened which was really good was that the Director of Mental Health and Substance Abuse at the WHO came to the South African national summit, which was a big thing, for a WHO person to come to a single country's policy process [and] showed the Minister that this is a really important area (Charles).
Raised profile of mental health
The purpose of the summits was, I think, a genuine, it was a genuine thing. The Minister did want to engage around this issue. . .I think the purpose of the summit was to raise the profile of mental health (Sarah).
https://doi.org/10.1371/journal.pone.0228281.t003
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Sub-themes Participant responses
The summit was not a genuine consultation, so did not influence the policy Through this process, we've realised that consultation doesn't always mean involvement and dialogue. Consultation really is government telling you what is their plan and then implementing that plan (Bryanna).
Everyone has a different understanding of what a summit should be. For the NPO sector, we felt, it should have been a dialogue. You know, looking at unpacking all the problems and then being able to in a workshop set up, come up with strategic ways forward. But that didn't happen. You know, the summit was more, um, it was cast in stone. There was discussion, there was a lot of objection and a lot of issues were raised from the floor. But even that, couldn't always be tabled (Bryanna) .
And what concerned me is that when we got to the summit in the morning, we were already handed a sheet . . . basically it was the resolution of the summit. It was already printed out. This was before the summit started. So now I was really taken aback. I said now listen, if the resolution has been drawn up, then what's the point? Because my idea was that we all come in there and we deliberate issues and then you draft your resolutions and you go forward. Then I realised that this was just a kind of, rubber-stamping to say that they had done consultation. You kind of, you know, did something and then you realise you have to go back and make sure it's supposed to have been the process so you kind of, in hindsight go through it so that you can tick the boxes (Sameera).
The summit did not seem to result in any changes to the policy No, I think it was, it did serve a purpose. What came out in the, both the provincial and the national summit, that reflects in the, in the draft policy that I saw. But ja. I don't know how much was changed from the draft to the, the final one (Chantal).
They were fairly minor, the overall framework and the structure was pretty much the same, was pretty much intact, and, you know there [hadn't] been a lot of changes to that document as far as we could work out . . . I need to actually go back and check the extent to which the summit recommendations actually found their way into the final policy. So there's the policy document, there's the summit document, and then there's the action plan. And both the summit and the policy document fed into the action plan. But the extent to which the summit document got integrated into the policy document, I don't know. I think the substance of the summit recommendations were not that different from the policy document (Charles).
Then the real policy came out and it was the same policy. The policy doesn't seem to have been amended in any way, so I can only make that comment, I can't say whether it was or wasn't (Sarah).
(Continued ) adoption of the policy 'accidentally'. Some participants felt that the identification of the eight implementation priorities included in the Strategic Plan reflected more of a service-provider than a service-user perspective.
Opportunities for service-user involvement
There appears to have been limited service-user representation at the provincial and national summits; interview participants attributed this to several factors (see Table 7 ), for example, lack of the necessary (government) support (funding, accommodation, and capacity-building) that would have facilitated service-user participation. Participants felt that service-user advocates had to be proactive to involve themselves. Another factor was stigma regarding the perceived inability of service users to speak for themselves. Overall, service-user involvement was perceived as tokenistic. As a result, the policy appeared dominated by a service-provider voice, excluding some relevant issues.
Perspectives on the final policy: Implementation issues
Regardless of participants' perceptions of the policy consultation process, their perspectives on the final policy document were unanimously positive, suggesting that a good policy can emerge from a flawed process. However, a major concern involved implementation of the policy (see Table 8 ); success of the final policy would only be revealed through effective implementation. Participants noted the disconnect between national policy development and provincial-level implementation, with some linking this back to the absence of systematic follow-through of provincial summit inputs to the national summit. This highlights the tension between moving from particular contexts of provincial needs and resources, to the abstract level of policy, and back again in implementation. 
Sub-themes Participant responses
The way the summit was run gave participants the chance to give input and the policy did change in some key ways So, it gave everyone the opportunity to workshop issues and then there's sort of the key issues that came out of those workshops were then summarised and put into this declaration. Then it was summarised in the backroom and then fed back . . . I don't think there was time [to do it another way]. And that was fine. I mean, I think in the end the product's really good (Ingrid).
There were one or two very important issues that were clearly highlighted following the summit. And one of them relates to the establishment of district mental health teams. Such a concept was not even considered, let alone included in the last draft, but following the summit, that was one of the very important changes that I picked up in the latest draft (Zama).
So, one of the recommendations we made was that in all training, of different health professionals, not just mental health professionals, it's crucial to actually focus on language, and to make sure that when, from first year, whatever the discipline the person is training in, if it's going to be health services, they should actually learn the most predominant African language spoken there . . . I think that was mentioned [in the policy document] (Zama).
https://doi.org/10.1371/journal.pone.0228281.t004
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Phase 3: Insights into procedural issues at the national summit
Analysis of the summit documents and transcripts revealed several insights into aspects of the summit process possibly influencing the extent of summit inputs appearing in the final policy. The national mental health summit took 16 hours over two days, structured around several components. At the end of Day 1, the ten breakaway groups convened for a one-hour session. These groups were to discuss aspects of mental health in relation to the draft policy, consistent with the themes discussed at the provincial summits. The themes of each breakaway group are shown in Table 9 . On Day 2, the ten breakaway groups met for three-and-a-half hours to discuss the draft policy document and a draft declaration (the output of the summit). Thus, the breakaway groups were allocated a quarter of the total summit time. The groups produced 125 recommendations, reported back at a Day 2 plenary.
Breakaway group chairs and rapporteurs then went into a closed-door meeting with the DoH organisers, during which the 125 group recommendations were summarised into 11 recommendations for inclusion in the final summit declaration. Following the national summit, Table 5 . Follow-through of information from provincial to national summits.
Sub-themes Participant responses
Incomplete or unsystematic transfer of information And we felt that even though submissions were made at a provincial level, not all that information was taken through at the national summit (Bryanna).
I think the main problem perhaps is the consultation that happened at provincial level, you know, perhaps not having sufficient voice at the, at the national level (Ingrid).
Lack of clarity regarding whether or how information was transferred I'm not sure of the process within the Department [of Health] that led to provincial level recommendations feeding into the national process . . . I don't think they were, although that may have happened through some other forum (Charles).
So basically [we had] a list of recommendations from a provincial level . . . I don't know if it was ever sent to national because we were still collating it subsequently . . . So, I'm not quite sure what the process was (Sameera).
Insufficient space for provincial feedback at national summit I can't remember! I think yes, we kind of, the resolutions from the different provinces was presented there (Chantal).
There was somebody in charge, in the provincial office, of collating or summarising all of those views and there was a, there was a stage when, during the national summit, there was feedback from provinces. Some provinces were not as well represented, some provinces never managed to, um, hold their provincial summit, but those who did hold it were at least able to give some feedback (Zama).
Lack of transparency and consistency in how information was transferred I didn't see the feedback at the national summit. I mean, it might have been there . . . but I get a sense that it wasn't very visible (Ingrid).
The provincial submissions were presented [at national] . . . but it didn't show continuity for me (Bryanna).
Transfer of information dependent on individual participants
There was no direct talking to between the provincial summit inputs . . . it wasn't a, kind of a, synchronised process. . . . It would have just depended on if you had a representative from your province who was at one of the [group] commissions (Sameera).
What was important at the national summit was to then make sure that if you were from a particular province, and you came with that, sort of, feedback from your province, when broke away into the different sessions, it would have been important to make sure that, in your session, you carry through what your provincial, um, input would have been (Zama). 
Time availability in breakaway group sessions
The way in which time was allocated in each of the breakaway group sessions was determined using the audio-recordings of each group session, and the proportion of talk representing each component was coded and calculated as a percentage of the total talk time. Some groups spent Ok, the final document doesn't look bad. It is fairly comprehensive. But it just would be nice if there's a documented process. You know, generally they say that, first you invite submissions on this thing, there's some kind of a formal procedure, and then you have a first draft of things, people comment, then you send it in, then you get a revision, then you get a second draft, etc. etc. So, I'm not sure, maybe that process was, maybe I'm not one of the people that was consulted. So, it may well be there. But I don't think that that process has been made transparent (Sameera).
Lack of consultation on implementation plan/final policy
But I think even that last part of developing the policy itself, I wasn't so much really involved in, that final thing. And maybe that should've also been, stretched to there. You know, the involvement of all the parties in the final development of the policy itself (Chantal).
And then this year sometime we got a thing, draft mental health [implementation] plan. I don't know how that was arrived at. So, I'm just saying there was no, like, back and forth giving inputs etc. We got the draft plan and then subsequently I think it's now been passed so that's implemented and that's your national policy. And that's the sum total of our involvement with the national one (Sameera).
I think it's nice for each province to know this, these are the people that constitute the committee [task team], these are their areas of expertise, etc. What principles guided them in terms of constituting the national task team. And you should have frames of reference, etc. For me, I would think that's the way one should go about it in terms of policy development. Then communicating exactly who's on that. So, you know, listen, that these are the experts in this respective fields. Because we know that certain people will have certain kind of, inclinations as far as certain things go. So, I think it's part of transparency when you know that these are the people that constituted that task team (Sameera).
Then that committee was put together, and from that process, eight areas were flagged and now accepted for implementation. And, it's eight good things that were selected. However, there may have been one or two other things that people would have liked to have seen in there. Again, that eight-point plan was never consulted. You know, the people in that committee will highlight what is important to them. The strongest voices in a committee will hold sway. So, it's not a bad document; the priorities are some priorities. But, it's the priorities of that committee. It wasn't consulted (Sarah).
https://doi.org/10.1371/journal.pone.0228281.t006
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Sub-themes Participant responses
Limited service-user representation at summits I think what it lacked was service-user involvement. For us, that was the biggest void . . . And the policy would have been very proactive and very human rights orientated if service users were given the chance (Bryanna).
I had some issue with them because they put a limitation on the amount of mental health care users attending. Cos' I felt they should have had more. They should make space because ultimately, it's about, us, we with mental illness . . . Maybe also someone from a rural area, because I can't really speak of their experiences, you know, from different aspects (Chantal).
Service-user involvement dependent on initiative of service users/service-user organisations themselves
But through our involvement, because I knew of the summits happening in the different provinces, it was easier to inform . . . our service users in the province to say there will be a call, here's the, you know, the schedule. So, some of our NGOs had to actually contact the department and say I want to be invited to the summit . . . If we know it's happening, we take the initiative and we get involved (Bryanna More support required from government for serviceuser participation They didn't want to pay for the support staff, for service users. And that's lack of understanding, what does a mental health care user require to be able to participate. So, if you're flying a service user out from Cape Town, they need support staff. And we had to get into arguments with the Department, to say well, you haven't made provision for, service-user support and it was like, why do they need support? So it's a lack of understanding even from the Department side (Bryanna).
With all these things, it's always very short notice, doesn't give you enough time to really prepare for it. That's always a problem. Especially when you have to review policies. . . they would tell you, the deadline is in two days, but then the document is this thick [shows with hand] so, you know, you need to go through all that. And, let's say, I had to present it [to] mental health care users. Means I now quickly need to consult with other mental health care users because I need to get their view as well. So, it makes it a bit difficult (Chantal).
It would have been nice to have had a stronger mental health service-user input, but I think that reflects that nature of how service-user organisations are configured at the moment. They're not a strong advocacy lobby group; I think we should be doing more to try and support them to take on that role (Charles).
Service users not involved because of negative perceptions I think even globally, people still think, you know, people with mental illness can't speak for themselves. And, even come up with resolutions themselves, you know? (Chantal).
And I think the biggest barrier is the still prevalent view that if you have a mental illness, somehow you can't engage around these issues. You know, which is not true. People can and do engage. It's just that the available avenues for their engagement was not that accessible to them. Either because nobody is inviting them, or in my case, they were invited, but we didn't support their participation (Sarah).
(Continued ) most of their sessions on formal presentations and associated discussions; others allocated less time to presentations and more to group discussions and formulation of policy recommendations. The group session chairs were clearly aware of the time constraints on the group work (see Table 10 ); this, and the need to formulate recommendations, limited opportunities for meaningful discussions.
Facilitation of breakaway group sessions
Each group had a chair and a rapporteur and was structured as a large meeting: contributions rotated between participants by way of turns at a microphone. This facilitated managing a great deal of input from a large number of people; however, discussions were often stilted, with little continuity between points, which limited the co-creation of new knowledge. This 
Sub-themes Participant responses
Involvement of service users that did occur was tokenistic And although they invited service users, a declaration was written up, without service-user involvement. And what happened in the end, a document was given to them, and said, read it. It wasn't even discussed with them. It was, here's a declaration, you go and read it. And I think that is a slap in the face (Bryanna).
The people that came and gave a talk, to open it, they gave key-note presentations, in the plenary, it was Dr So-and-so from the University of XYZ, it was Professor So-and-so from the Organisation of ABC, and so it went on and then it came to the last person, and there it was just Joe Bloggs, service user. There was no organisation affiliation, he was a different animal to all the rest. So, all he needed to do there was come and stand there, doing what, representing, what was he doing? It's nice to have a service user come and tell you a story, but nobody else was telling their stories! Now he comes with his story and they say, wow, wasn't that quaint. It's not appropriate. So, there's a lot of work to be done (Sarah).
Policy not as representative of a service-user focus as it could have been Service-user involvement was for us the biggest absence, the biggest void. Knowing that we had service users, even on the technical task team, it would have been . . . I think it's important to know that, you know, service users were part of that. And we've got brilliant voices in the country around service-user advocacy. And the policy would have been very proactive and very human rights orientated if service users were given the chance (Bryanna).
In terms of gaps in the policy, I think it would have been nice to have had a stronger mental health service-user input (Charles).
If you look at it, it's mainly about the service-provider voice. And powerful voice, always sticks out. Now service-provider voices are hugely strong. They legitimate voices. They have decades of 'this is how we do things' behind them. We're used to putting up district teams and working like this, and having HR, you know, and, knocking out the budget, and, that's the easy part . . . What hasn't been addressed is our philosophy of mental health care. You know, mental health care, is primarily been psychiatric . . . So, this policy gives us an opportunity to flip that on the head, and say, psychiatry is a strand of what needs to be delivered for people's recovery. And that's why I'm emphasising that recovery is a barrier to policy implementation, because it's a completely different thing from what we're used to (Sarah).
https://doi.org/10.1371/journal.pone.0228281.t007
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Implementation and monitoring I think, yes, a lot of the policy's quite impressive. The policy can be implemented. For me it's, after the policy, that's where we are right now and I think that's, that's the biggest issue for me. . . The problem is, the strategy for implementation. Policy has been written. But we've got to get it very clear who will monitor that implementation of that policy. You can't just email the policy and expect implementation. There's a lot of strategy and, and guidance that needs to go with it (Bryanna).
You know, it's a nice policy all in all. . .I just hope with the policy, that there will be monitoring and implementation. That there would be a system in place to actually look at that. Cos it doesn't help if you develop a policy just for the sake of having a policy and it's not implemented and monitored effectively (Chantal).
It's nice, everything looks nice on paper, but how are you going to effect that. And I think that's the acid test of that policy. So, it's nice to see that such a document has arrived, but it's not worth more than the paper it's written on unless it's implemented, it's changing things on the ground. So, I'm not being pessimistic. Just cautious (Sameera).
Implementation at provincial level
[There will be] provincial roadshows, where we meet with provincial health directors, and set out the requirements of the mental health action plan, what is expected from the provinces and really engage with them about how to do this. And I think a lot will depend on who comes to those meetings, you know, does the head of health for the province come, or do they deputise it to somebody else (Charles).
It's a great policy and plan, but there does seem to be this gap between what's happening at national and what's happening at provincial. And I think the whole idea of having provincial summits leading to a national summit was great to try and bridge that gap. But I really am concerned about going forward now; how do you get your provinces to actually embrace it and dedicate resources to now being able to implement this plan beyond just these specialist teams (Ingrid).
The implementation plan, is now going come to the provinces for implementation, I believe there's going to be a roadshow to introduce it. I'm not sure if national government has a plan to identify certain key things that will be funded in an extraordinary way over and above the usual allocations to province, but provinces will really have, you know, free rein, to implement those eight to ten things in the way that they see fit. Whereas if one had consulted that document with the provinces, and come to consensus around what the key issues are and what the time frames are, then you kind of can hold the provinces to what they said they would do (Sarah). Insights from a case study of the South African mental health policy consultation process meeting format meant that the process in all breakaway sessions depended on the microphone's movement around the room. Chairs' facilitation styles influenced group processes, thereby enabling or constraining opportunities for interaction (see Table 11 ). Facilitation style generally matched the group's microphone management strategy. Three general styles of facilitation emerged, reflecting chairs' engagement with group inputs during discussions: i) active engagement (clarifying, reframing, summarising); ii) predominantly microphone management, with little direct engagement with inputs; and iii) silence or microphone management until the second half of the session when recommendations were formulated.
More detail required for implementation
There were arguably advantages/disadvantages to each facilitation style. Active engagement helped structure the discussions and increase the likelihood of capture; however, the chair could then have significant influence over what was noted and captured. Conversely, mostly silent chairs may have facilitated greater fluidity in discussions, resulting, however, in somewhat arbitrary capturing of inputs and recommendations.
Engagement with policy documents
In general, groups seemed to engage more with the draft summit declaration than with the draft policy document (see Table 12 ). The mandate for the groups to generate concrete recommendations meant that much of talk was focused more on formulating recommendations than on engaging with the policy document or with one another.
As can be seen in Table 12 , the total proportion of breakaway group time spent on engaging directly with the draft policy documents was just over five percent; as an average across groups, the majority of this time was spent engaging with the summit declaration.
Formulation and capturing of recommendations
As noted, groups used different processes to develop recommendations, which was somewhat determined by how group chairs structured and facilitated the group sessions (see Table 13 ). The availability and quality of audio-recordings of these group sessions also varied, with four groups having very poor recordings, making inputs and process difficult to follow in the analysis.
As shown in Table 13 , there was variability across groups in terms of the proportion of "formulating-recommendations" talk that was spent on comments demonstrating an awareness of needing to formulate recommendations, versus the proportion of this talk that was spent talking about the process by which recommendation should or would be formulated. Interestingly, Insights from a case study of the South African mental health policy consultation process exactly half of the total averaged time across all ten groups was spent on each of these two types of talk. Groups also differed regarding the extent to which group participants could confirm or coformulate recommendations (see Table 14 ). In only two groups was the group rapporteur vocally active during group discussions, clarifying inputs and acting as co-facilitator. In some groups, the rapporteur remained mostly silent during group discussions but became vocally active during formulation of recommendations. In other groups, the rapporteur was completely silent; here it seems that the chair adopted a more active role in capturing discussions and recommendations.
The number of recommendations put forward by each group varied from 5 to 27, with no apparent correlation between number of recommendations and how they were captured during group sessions. Some rapporteurs gave oral reports on the notes and recommendations. In other groups, recommendations were captured as they were being formulated, facilitating increased opportunities for participant engagement in formulating recommendations.
Discussion
Purpose of consultation
The point of departure for this study was the finding that the mental health policy did not change in any substantive way following the summit. This suggested that the consultation process may have been more a rubber-stamping process than a genuine dialogue with participants regarding the proposed policy. The conference-style format, common in South Africa, has been used previously to endorse "emerging legislation" [37] (p.190). It seems this consultation process was more an information exchange than an exchange of power between citizens and government through mutual decision-making; this may have amounted to tokenistic participation [38] . Thus, if outcomes were predetermined, then how knowledge transfer was effected through the consultation process was inconsequential. However, to optimise the value of the consultation, management of information through the process should at least have been systematic. Several findings suggested that the consultation outcome was at least partially predetermined (e.g. the presence of a pre-drafted summit declaration). Previous local and international research has shown that consultation can leave participants feeling disempowered due to being co-opted into processes with predetermined outcomes [12] [13] [14] 39] . The finding that the 125 group recommendations were reduced to the eleven recommendations on the summit declaration behind closed doors-with no audio or documented records of this meeting-also suggests a top-down process, whereby government retains control over both decisions and decision-making. This confirms findings of studies of health policymaking and consultation, in South Africa [7, 8] , and elsewhere [20, 21, 40] . This study also adds to South African research showing that public participation in practice tends to be more tokenistic and less empowering than promised in legislative mandates [13] . This may be a capacity and feasibility issue [14] rather than a disingenuous government agenda. However, tokenistic policy consultations have particularly negative ramifications in the context of mental health, as this may further marginalise already vulnerable groups [27] .
Arguably, the consulted public should not be misled that their inputs will directly influence final decisions [40, 41] ; nevertheless, some evidence suggests that the national consultation summit had positive consequences for mental health in South Africa.
Follow-through and feedback
The findings suggest that both forward movement (provincial to national summit; breakaway groups to the technical task team responsible for finalising the policy) and backward movement of inputs through the consultation process was lacking. Backward movement was lacking in terms of feedback to consultation participants regarding use of their inputs in finalising the policy and identifying implementation priorities.
Firstly, the transfer of provincial summit recommendations for national summit consideration was inconsistent, depending on individuals from the provincial summits being present in the group discussions and ensuring that these inputs were heard. This is particularly significant as the national summit intended to inform implementation priorities, a provincial DoH responsibility. Secondly, as noted, the 125 group recommendations were 'converted' to eleven summit declaration recommendations in an unrecorded closed-door meeting. More broadly, there was apparently no systematic process for transferring inputs beyond the national summit, meaning the consultation process outputs have little potential to inform policy. As noted, there was no feedback to participants regarding how inputs were used to inform policy, nor any further consultation regarding how priorities for implementation were identified. There was also apparently no systematic process for informing participants that the final policy had been adopted, despite this being expected practice [41] [42] [43] .
In addition, inconsistencies in provincial summit record/report format, how they were managed, and lack of public accessibility [33] makes it difficult to see how public inputs are (or are not) incorporated into policy decisions. This highlights the disparity between legally mandated public participation and its practice in South Africa. There is a need to identify mechanisms through which public inputs might have a meaningful impact on policy decisions.
Service-user involvement
The poor representation of mental healthcare service users at the national consultation summit confirms other studies demonstrating limited service-user participation in policy development in low-and middle-income countries [10, 44, 45] , and in South Africa in particular [23, 46] . This study, as in other studies [47, 48] , showed that service-user involvement in the consultation summit was limited and somewhat tokenistic. This risks perpetuating existing negative perceptions and stigma regarding service users [9] .
In addition, the findings indicate that certain forms of input were more acceptable than others, and that certain groups of participants (e.g. service users) were only invited to contribute in prescribed forms (e.g. reading out the final declaration at the end). Furthermore, the breakaway group sessions were framed with formal expert presentations, potentially communicating the perception that certain individuals (e.g. the presenters) had rights to make legitimate claims, while other participants did not. Thus, experiential knowledge was silenced during the policy consultation processes, further sidelining service users or lay participants [47] .
Procedural issues
As noted, consultation inputs should be linked with policy decisions, demonstrating responsiveness to participants' recommendations [25, 49] . This study showed that engagement and transfer between these knowledge forms at the mental health consultation summits was not optimal. This may be why the mental health policy did not change substantively following the consultation, despite a great deal of input.
The study findings demonstrate that the chairs of the breakaway sessions had to integrate not just multiple knowledge inputs, but also different knowledge forms (verbal, written). They dealt with this in different ways, with varying consequences for the optimisation and transfer of knowledge inputs. The findings also indicated that opportunities for knowledge contributions by participants at the national consultation summit were limited, mainly due to time restrictions. Similarly, within the group sessions, formal presentations occupied considerable time. Such time pressures reduce the effectiveness of policy consultation [50] , also hindering development of recommendations [51] . Consultations aim to draw on participants' knowledge, therefore time and space must be provided for discussion, before considering the capture of inputs as recommendations. Meaningful consultation should allow for negotiating, framing, re-framing, debating, disputing, and using different forms and sources of knowledge [31] .
The breakaway group organisation also influenced the movement of knowledge through the process. The national summit process mirrored the tendency in policy consultation towards conventional practices, structured like formal academic conferences, with chairs and rapporteurs managing small group sessions. Given the large number of participants, this format did facilitate the process and achieve the summit's objective of producing a report with a feasible number of recommendations [49, 52] . However, if knowledge is created in interaction, then this group session format also limited opportunities for the creation of new knowledge, as well as the nature of such knowledge. This meant that many other potentially valuable voices and knowledge inputs were not provided with sufficient 'airtime', and thus could not reach the recommendations.
If consultation is genuinely intended to elicit participants' views on policy proposals under consideration, then the interactive nature of such processes should be optimised. This means attending to exclusion mechanisms that limit participation, including the setting, chosen methods of communication, and speaking time granted [53] . The findings of this study support similar studies that highlight the importance of attending to process in consultation spaces [25, 47] , as well as to creative tools for eliciting and capturing knowledge inputs [52, 54] . However, this study shows that facilitation needs to extend beyond process towards being able to integrate multiple knowledges [31, 55] .
Policy-implementation gap
Adequate consultation processes are essential for policy implementation [56] , especially in terms of how inputs move between provincial and national consultation events and back again [57] . One consequence of a decentralised health system is that the development of policies at national level removes them from the provincial and local administrative structures which implement them, as well as from participating communities [8, 12, 58] . Lack of consultation around implementation priorities may negatively affect policy implementation at provincial and district levels [8, 12] . Consultation plays a valuable role in policy development; this study supports research highlighting this role [59, 60] .
Limitations
The gaps in access to data and information regarding the overall consultation process is likely to have limited what could be inferred from the findings. The lack of transparency about the changes made to the policy following the summit and particularly the process followed by the Technical Advisory Committee tasked with finalising the policy meant that it was not possible to determine how many of the changes made were as a result of outputs from the summit, or other factors. The small number of participants and lack of representation from a number of the provinces as well as the national Department of Health meant that the perspectives on the consultation process may have been somewhat skewed. It may be that a more representative sample might have provided a more diverse range of perspectives, particularly given the variability across provinces. A representative from national DoH might have provided valuable insight into many of the 'gaps' identified in the flow and nature of information from the consultation summits. Regarding the transcript analysis, although in most cases there were audible audio-recordings for the ten breakaway group sessions, there were instances in which a particular session's recording was either not available or the audibility of a particular recording was poor. This limits the conclusions that could be drawn across all groups with respect to the procedural issues discussed in this paper.
Conclusion and recommendations
The findings of this study have provided insights into how knowledge moves through a policy consultation process, highlighting several gaps in consultation at the intersection of knowledge and policy. Policy consultation represents (among other things) an exercise in knowledge management. Considerable research has studied factors that contribute to the effectiveness of policy consultation; however, current literature offers little guidance in terms of micro-level processes that might optimise the use of consultation inputs towards enhancing policy and policy implementation. This study provides several insights to fill this gap.
This study shows clearly that participatory processes should be designed with greater attention to knowledge management (from eliciting to sense-making to capturing to transferring). Also, this study argues for more systematic transfer of inputs through the consultation process, both for forward movement of inputs (consultation summits to policymakers), as well as for 'backward' movement of information (feedback from policymakers to consultation participants/public). Without a systematic process for moving knowledge through and beyond the consultation space, consultation is unlikely to influence policy, even indirectly.
The lack of explicit influence of the South African mental health policy consultation process on the policy itself has several implications. The predetermined nature of some of the summit outcomes suggests that the consultation may have been intended more to secure endorsement of the draft policy than to change it, consistent with previous research showing the primarily tokenistic culture of public participation in South Africa.
This consultation was apparently also a lost opportunity for realising the value of summit participants' knowledge contributions for enhancing mental health policy and implementation. Such conventional forms of policy consultation may not provide optimal spaces for authentic engagement or follow-through of inputs. One alternative participatory process is an open-space design format, allowing for greater interaction between large numbers of participants, as well as engagement with present policy proposals. However, this requires trained facilitators, and the ability to understand and capture the participants' detailed inputs, in order to optimise the value of consultation for policy development.
Similarly, this consultation process was a missed opportunity for enabling greater serviceuser participation and its potential influence on policy; this remains an elusive ideal. Service users were poorly represented at the consultation summits and the process limited their knowledge contributions to tokenistic inputs. Increased efforts must be made to structure future mental health consultation processes to facilitate service-user participation.
The findings show clearly the disconnect between national and provincial authorities regarding policy consultation and formulation. There was no systematic process during the mental health consultation summits for linking provincial-level inputs to the mental health policy with national-level inputs. This is problematic because South African provincial health departments must implement policies developed by the national DoH. Therefore, the transfer of knowledge from sites of implementation to sites of consultation, and back to implementation sites though policy, requires greater attention in order to strengthen the mental health system.
Consultation practices should enable multiple types/forms of knowledge to potentially inform policy-particularly implementation priorities-in order to reconcile the gap between national-level decision-making processes and what happens on the ground. This particularly affects those providing healthcare and those who live with and care for people with mental illness. Thus, future consultation events should be held at more local levels, with the explicit objective of gathering inputs on how the policy might work on the ground.
Furthermore, mechanisms should be established through which ongoing consultation and feedback can occur, particularly with respect to identifying priorities for implementation that are locally relevant and feasible. There have been significant challenges with implementation of the South African mental health policy. It is therefore critical that future policy consultation processes attend more carefully to the management of knowledge inputs to ensure that the voices of those tasked with implementation-from individual to provincial level-are reflected in policy priorities. 
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